The term nonhospice palliative care was developed to describe and differentiate palliative care that is delivered prior to the end of life. The purpose of this article is to better define and clarify this concept using Rodgers's evolutionary concept analysis method. Attributes of nonhospice palliative care include (a) patient-and family-centered care, (b) holistic care, (c) interdisciplinary team, (d) early intervention, (e) quality of life-enhancing, (f) advanced care planning, (g) any age of the patient, (h) at any stage in illness, (i) care coordination, (j) concurrent curative treatment options, and (k) provided by primary and specialist providers. Nonhospice palliative care antecedents are serious illness, education, and access to services; consequences include benefits for the patient, family, provider, and health care system. Offering a clearly defined concept may allow for changes in health care to improve access to these services.
Palliative care is most commonly defined as an overall umbrella that includes hospice, supportive care, chronic illness management, and advanced care planning (Applequist & Daly, 2015) . The term nonhospice palliative care has emerged to distinguish care that is provided prior to the end-of-life hospice enrollment (Gelfman & Meier, 2012) . In addition to the numerous descriptions of nonhospice palliative care in the literature, recommendations for various models of care and timing of initiation of services have resulted in increased ambiguity of the topic (Berendt, Stiel, Nauck, & Ostgathe, 2017) . The purpose of this article is to better define and clarify the concept of nonhospice palliative care using Rodgers's evolutionary concept analysis method. The ultimate goal is to provide a better understanding that may increase clinicians likelihood of recommending nonhospice palliative care for patients with serious illness.
Rodgers's evolutionary concept analysis method was chosen for three reasons. First, the method offers a dynamic, flexible, inductive approach to trace the development and definition of a concept over time (Rodgers & Knafl, 2000) . Second, the method uses a rigorous analysis, allowing the identification of a current consensus of the concept (Rodgers & Knafl, 2000) . Third, the concept of nonhospice palliative care is dynamic and will continue to evolve over time. This method will allow for changes over time and based upon the context of the use of nonhospice palliative care (Rodgers & Knafl, 2000) .
Previous studies have shown numerous benefits associated with the use of nonhospice palliative care, especially with early access to these services. The use of nonhospice palliative care results in improved quality of life and mood for patients who are newly diagnosed with cancer (Bakitas et al., 2009 ) and lower depression scores and stress burden for caregivers (Dionne-Odom et al., 2015) . Patients who use nonhospice palliative care concurrently with oncology care have also shown improved survival when compared with patients receiving only standard oncology services (Bakitas et al., 2009; Bakitas, Tosteson, et al., 2015; Temel et al., 2010) . Additional studies have shown that nonhospice palliative care can reduce symptom burden for patients living with serious illness (Elsayem et al., 2004; Rabow, Dibble, Pantilat, & McPhee, 2004) . Finally, admission to nonhospice palliative care can reduce health care expenditures (Greer et al., 2016; Morrison et al., 2011) . However, even with these positive outcomes, nonhospice palliative care is not accessible to or used by all persons who could benefit from it.
One reason for limited use may be related to public, patient, and provider confusion about the breadth of palliative care services. In clinical practice, palliative care is often used interchangeably with hospice and end-of-life care and thus is linked to the stigma of hospice in death-denying societies (Dai, Chen, & Lin, 2017) . A survey of health care providers found that palliative care is associated with terms that are synonymous with hospice services and end of life (Dai et al., 2017) . The term hospice evoked negative perceptions and was associated with the terms death, hopelessness, dependency, and endof-life care (Dai et al., 2017) . This misconception can be related to decreased use of palliative care services, especially early in the course of a serious illness . Unfortunately, this misconception causes patients and clinicians to avoid using potentially beneficial services because many believe these services are useful only when the patient is at the very end of life.
To distinguish palliative care from hospice, the term nonhospice palliative care has been introduced. Nonhospice palliative care has evolved from the philosophical foundations of hospice with the addition of services that are useful for managing patients with serious illness earlier in the course of disease (e.g., advance care planning). In contrast, hospice care is a holistic, patient-and family-centered approach to the end-of-life care that focuses on pain and symptom management with a prognosis of less than 6 months of life remaining (National Hospice and Palliative Care Organization, 2016) . Although palliative care evolved from a hospice philosophy, it is appropriate for patients with serious illness and a greater than 6-month life expectancy. Figure 1 lists the characteristics of palliative care, hospice, and areas of overlap. If the difference between the terms can be clarified, then clinicians may realize the positive benefits of nonhospice palliative care for a broader population of patients with serious illness.
Method
The analysis of the concept of nonhospice palliative care was conducted using Rodgers's method which includes (a) identifying the concept and its surrogate terms, (b) selecting the appropriate setting or sample for data collection, (c) collecting relevant data, (d) analyzing the concept's characteristics, (e) identifying an exemplar, and (f) discussing implications of the concept's future development (Rodgers & Knafl, 2000) .
A literature search was conducted in PubMed, CINAHL, and PsycINFO, limited to studies published in English between 2006 and 2018, with fulltext availability that focused on interventions to identify definitions and characteristics of nonhospice palliative care. The search was limited to 2006, as this was the first time that the term nonhospice palliative care appeared in the literature. The keywords that were used in the search included "non-hospice palliative care" OR "early palliative care" AND "chronic illness" OR "advanced illness" AND "intervention." "Intervention" was used to identify specific studies from which the characteristics of evidence-based nonhospice palliative care could be defined. As nonhospice palliative care is focused on care prior to hospice eligibility and very end of life, "death" and "hospice" were used as exclusion terms. As shown in Figure 2 in the PRISMA flow diagram, a total of 130 studies were identified, PubMed (n = 47), CINAHL (n = 28), and PsycINFO (n = 55). The gray literature was searched, and two additional sources were identified: a government report and a university policy brief. Gray literature was identified through the New York Academy of Medicine's gray literature library and assessed for quality of inclusion. After exclusions, the final sample included 35 articles. In addition, seven studies were identified by a hand search of references describing examples of nonhospice palliative care. Review of abstracts resulted in exclusions such as studies that discussed hospice, death, mental health, study protocol, program management, or evidence of documentation practices used in advanced care planning. A final sample of 42 articles met inclusion criteria and were included to identify the definitions, attributes, antecedents, and consequences of nonhospice palliative care. These 42 articles were read, and data were extracted using a table to track studies that contained definitions or attributes. These were then extracted and analyzed with the use of a table.
Results
To better understand nonhospice palliative care, the included literature was synthesized based upon the attributes or similarities addressed in each study. The sample consisted of 36 studies (85%), two gray literature sources (5%), two systematic reviews (5%), and two integrative reviews (5%), published between 2006 and 2018. Of the 36 intervention studies, most were conducted in the United States (n = 17, 55.5%). Additional countries where studies were conducted included Canada (n = 9, 25%), Japan (n = 2, 5.5%), Belgium (n = 1, 2.7%), Denmark (n = 1, 2.7%), Germany (n = 1, 2.7%), India (n = 1, 2.7%), and Taiwan (n = 1, 2.7%). A mix of quantitative, qualitative, and mixed-methods studies were included. Of this mix, 21 (60.6%) used a quantitative design, nine (27.3%) used a qualitative design, and four (12.1%) used a mixed-methods design. The results of the analysis are organized using Rodgers's concept analysis method divided into the following themes: (a) definitions and surrogate terms, (b) attributes, (c) antecedents, (d) consequences, and (e) an exemplar of nonhospice palliative care. (Bakitas, Tosteson, et al., 2015) . The upstreaming of palliative care includes introduction of palliative care services early in the disease process. Concurrent palliative care is discussed in connection with curative therapies, such as chemotherapy. Meier (2018) "patient and family centered care that optimizes quality of life by anticipating, preventing, and treating suffering" National Cancer Institute (2017) "care given to improve quality of life of patients who have a serious life-threatening disease" American Heart Association (
Definitions and Surrogate Terms
"the goal is to help people live better by relieving symptoms and improving quality of life"
Supportive care is a term that is often found in the oncology setting and has similar characteristics to palliative care.
Attributes
Attributes are described as characteristics that define the term nonhospice palliative care in the literature. From the synthesis of literature, the attributes of nonhospice palliative care include (a) patient-and family-centered care, (b) holistic assessment, (c) interdisciplinary team, (d) early intervention, (e) quality of life-enhancing, (f) advanced care planning, (g) any age of the patient, (h) at any stage in illness, (i) care coordination, (j) concurrent curative treatment options, and (k) provided by primary and specialist providers. Table 2 outlines the sources used to determine the attributes of nonhospice palliative care. These were divided into patient and caregiver, provider, or models of care related to the health care system.
Patient-and family-centered care.
The World Health Organization (2017) defines all types of palliative care to include the family unit, meaning the patient, family, and additional caregivers. The core focus of nonhospice palliative care is based on the patient's wants and needs (Meier, 2013) . Patientand family-centered care is important throughout the process of nonhospice palliative care because this allows decision-making and interventions to be based upon a patient's wishes rather than following the typical medical care plan for a particular serious illness (Akyar, Dionne-Odom, & Bakitas, 2019; Deodhar et al., 2017) . Services should be individualized for the patient to add an extra layer of support that leaves the patient and their family satisfied with the care (Akyar et al., 2019; Pesut et al., 2017; Vierhout et al., 2017) . The frequency of visits and treatment choices should be the decision of the patient and family so that the care does not become burdensome (Groenvold et al., 2017; Irwin, Greer, Khatib, Temel, & Pirl, 2013; Yoong et al., 2013) . Throughout the patient's disease progression, it is important to consider the family members. Although family members may not suffer from the disease itself, they may be affected with the changes that occur in patients with serious illness. For this reason, it is vital to include the family in the assessment and discussions related to the serious illness . Allowing the caregivers to share their thoughts and experiences and to be involved in the care of the patient can assist with coping with the change in their loved one (McDonald et al., 2018) . Ultimately, patient-and family-centered care aims to balance hope with a realistic approach to the disease (Hannon et al., 2015; McDonald et al., 2018) . Holistic assessment. According to the Ferrell, Twaddle, Melnick, and Meier (2018) , palliative care assessment should focus on physical, psychological, social, spiritual, and cultural aspects, creating a holistic assessment of the palliative care patient. Holistic care includes the management of physical, psychological, emotional, and spiritual symptoms and is managed by an interdisciplinary team (Jacobsen et al., 2011; Kelley & Morrison, 2015) . Although the classical hallmark among palliative care visits is symptom management, the holistic assessment allows for the palliative care team to take into consideration the patient's perspective on the care needs (Beernaert et al., 2016; Hoerger et al., 2018; Pesut et al., 2017; Zimmermann et al., 2014) . A benefit of early palliative care is the care team's ability to build rapport and trust that will allow a deeper holistic assessment of the patient (Back et al., 2014; Yoong et al., 2013) . The relationship that is built will allow the team to see that the patient may have greater needs than just symptom control and improve the patient's willingness to accept the care team's recommendations (Lofgren et al., 2015) . Once a rapport is established, the palliative care team can act as a security blanket for the patient and family (Hannon, Swami, Rodin, Pope, & Zimmermann, 2017) .
Interdisciplinary team. Given the holistic aspects of nonhospice palliative care, an approach to care encompassing the contributions of multiple disciplines is valued. The optimal interdisciplinary team will include (a) physicians, (b) nurse practitioner, (c) nurse, (d) social worker, (e) chaplain, (f) nutritionist, (g) therapy professionals, (h) child life therapist, and (i) grief counselor (Coats et al., 2017) . This interdisciplinary team approach allows for each holistic assessment area to be adopted by a team member to assist in improving quality of life for the patient (Groenvold et al., 2017) . Based upon the assessment, additional health care providers can be added to the patient's care team. Some of these new care team members may include providers of physical therapy, respite care, or medical equipment (Nadin, Crow, Prince, & Kelley, 2018; Zimmermann et al., 2014) .
Early intervention. Early intervention of palliative care is key in the success of nonhospice palliative care. Early intervention allows for appropriate timing of symptom control to increase quality of life and advanced care planning initiation (Kavalieratos et al., 2016) . Early intervention does not offer a specific time frame; however, the term "early" can be classified by the patient and family related to the stage of illness and need for additional support (Akyar et al., 2019) . Studies have found improved quality of life when the patient is admitted to palliative care services early in the disease trajectory (Bakitas et al., 2009; Bakitas, Tosteson, et al., 2015; Temel et al., 2017; Temel et al., 2010) .
Quality of life-enhancing. The focus of nonhospice palliative care is to offer the patient and family unit better quality of life while still living with serious illness, whether that be years or months (Davis, Temel, Balboni, & Glare, 2015; Kavalieratos et al., 2016) . Early nonhospice palliative care has been shown to improve quality of life and mood for patients living with serious illness (Bakitas et al., 2009; Irwin et al., 2013; Temel et al., 2017; Temel et al., 2010) .
Advanced care planning. A characteristic that is integrated in nonhospice palliative care is the opportunity for patient and family participation in advanced care planning. Advanced care planning allows the patient and family unit to have input into how much or how little care the patient would like to receive as the disease progresses. This planning needs to occur while the patient is still able to have input in the goals of care (Wentlandt et al., 2016) . Advanced care planning discussions have shown greater documentation of patients' resuscitation preferences and improved patient coping with the diagnosis (Bakitas et al., 2009; Irwin et al., 2013; Temel et al., 2017; Temel et al., 2010 ). An embedded coordinated care program embedded within a nonhospice palliative care service showed that advance directives were created 6.3-months earlier by patients admitted early in the program, compared with those who were admitted later (Engelhardt et al., 2006) .
Any age and any stage. Nonhospice palliative care should be available to patients of any age, at any stage in the disease trajectory, and regardless of the curative or disease-specific treatment an individual is seeking (Beernaert et al., 2016; Center to Advance Palliative Care, 2017; Hoerger et al., 2018) . Serious illness can occur at any time during the life span; therefore, treatment should be available for any individual who is faced with serious illness.
Care coordination. Care coordination in nonhospice palliative care involves transition planning for the patient (Engelhardt et al., 2006) . This may include the transfer of a patient from an acute care facility to a community-based facility, or it could entail assisting the patient and family in identifying community resources to help with the management of the serious illness (Engelhardt et al., 2006) . In addition to transition of care assistance, care coordination can facilitate specialist palliative care services for patients and families with more complex needs than can be met by primary palliative care (Berendt et al., 2017) .
Concurrent curative treatment options.
Concurrent care is any form of curative care that is received while a patient is admitted to nonhospice palliative care. Unlike hospice care, nonhospice palliative care is available to a much broader patient population as concurrent care is an option (Meier, 2013) . The early integration of nonhospice palliative care in conjunction with curative treatment has been shown to prolong life in some patient populations (Bakitas et al., 2009; Dai et al., 2017; Temel et al., 2017; Temel et al., 2010) .
Primary and specialist providers. Multiple models of nonhospice palliative care exist. These include primary nonspecialist palliative care, hybrid palliative care, and specialist palliative care (Beasley, Bakitas, Edwards, & Kavalieratos, 2019 ). Certain models of nonhospice palliative care will be more appropriate for patients at different phases of their serious illness (Davis et al., 2015) . Nonhospice palliative care can be provided by primary providers, with palliative care specialists utilized for more complex cases that require additional intervention (Beasley et al., 2019; Davis et al., 2015) .
Contextual Features
Contextual features of nonhospice palliative care include three antecedents, three consequences, and an exemplar. Table 3 offers a summary of the contextual features of nonhospice palliative care.
Antecedents. Antecedents are events that come before the concept of nonhospice palliative care is presented to the patient (Tofthagen & Fagerstrom, 2010) . Based on the literature synthesis, three antecedents were identified: (a) disease status, (b) education, and (c) access to services.
Disease status. For a patient to be an appropriate candidate for nonhospice palliative care, a serious, progressive illness must be present (Kelley & Morrison, 2015; Van Mechelen et al., 2013) . The patient may have clinical indicators of weight loss, oxygen dependency, or a recent decline in mobility status (Van Mechelen et al., 2013) . Patients with a cancer diagnosis or other serious illness, such as heart failure, acquired immunodeficiency syndrome (AIDS), or chronic obstructive pulmonary disease, would be ideal candidates for nonhospice palliative care referral (Van Mechelen et al., 2013) . Education. Currently, the term nonhospice palliative care has limited use in both the practice area and research. Education on nonhospice palliative care must be completed in the community itself and in the health care workforce as well. The term nonhospice palliative care should be used in practice to assist in the uptake of this service and avoid the stigma that has previously been associated with palliative care (Crooks et al., 2018) . This may include assessing community readiness and momentum for uptake of these services through education (Crooks et al., 2018) .
There is often confusion among the general health care community related to palliative care. In a study by Manu et al. (2012) , 93% of lay public respondents were familiar with the term hospice, whereas only 30% were familiar with the term palliative care. It is imperative for the growth of palliative care, especially in the primary care setting, that education on the term nonhospice palliative care be provided (Beasley et al., 2019; Coats et al., 2017) . Education should be based upon the need of the providers, whether this be focused on communication, symptom management, or care coordination (Coats et al., 2017) .
Access to services. Access to nonhospice palliative care services remains limited, especially in rural communities (Bakitas, Elk, et al., 2015; Crooks et al., 2018; Pesut et al., 2017) . The creation of these services and the assessment of community readiness to provide these services are needed to increase access to nonhospice palliative care (Crooks et al., 2018) . The use of multiple models of care will be needed to increase access to these services due to the limited specialist palliative care workforce (Bakitas et al., 2009; Beasley et al., 2019) .
In addition, to expand access to services, an adequate number of clinicians must be available and trained within palliative care (Coats et al., 2017) . This may include specialist and primary palliative care providers (Beasley et al., 2019) .
Consequences.
Consequences are results of the use of nonhospice palliative care in practice (Tofthagen & Fagerstrom, 2010) . The literature synthesis suggests three consequences of the concept: (a) patient and caregiver benefits, (b) provider benefits, and (c) health care system benefits.
Patient and caregiver benefits. Nonhospice palliative care is associated with increased quality of life, symptom management, survival, and improved mood for the patient (Bakitas, Tosteson, et al., 2015; Kavalieratos et al., 2016; Temel et al., 2017; Temel et al., 2010) . Caregivers have been found to benefit from nonhospice palliative care as well, showing decreased stress burden and lower depression scores (Dionne-Odom et al., 2015) .
Provider benefits. Providers can experience an intrinsic benefit from assisting patients and families in achieving optimal quality of life despite serious illness. Although the willingness to provide palliative care requires a great deal of motivation by providers, the results for the patients and families are often powerful enough to motivate providers (Nadin et al., 2018) .
Health care system benefits. Health care costs in the United States are double those of our international peers; one way to control this referent need is through care coordination in serious illness with the use of nonhospice palliative care (Meier, 2013) . The use of nonhospice palliative care has been shown to cost less per day for patients who use the services early compared with those admitted later in the disease trajectory (Greer et al., 2016; May et al., 2017) . Nonhospice palliative care has been shown to reduce the use of aggressive therapies as a serious illness progresses (Amano et al., 2015; Nakajima & Abe, 2016) . As a patient continues to decline, the use of nonhospice palliative care early in the disease trajectory has also increased the use of hospice services prior to death (Amano et al., 2015) .
Exemplar
Exemplars further define a topic with a real-world example and should be identified from the literature (Rodgers & Knafl, 2000) . Figure 3 includes an exemplar of nonhospice palliative care and the resulting improvements that may be seen in a patient with serious illness.
Proposed Definition
Based on a definition derived from the literature, nonhospice palliative care is a patient-and family-centered approach to managing a serious illness. It offers holistic care that is provided by an interdisciplinary team to manage the patient's physical, psychosocial, emotional, and spiritual needs. It is unique in that a patient may seek aggressive and curative disease-specific treatments while a palliative care team assists in managing quality of life and seeking to honor a patient's wishes during treatment. Nonhospice palliative care is offered at any age and at any stage in the disease. It offers care coordination to make navigating the challenges of serious illness easier for the patient and family. Nonhospice palliative care should be available to all patients through primary care, with the availability of specialist palliative care providers. It is provided concurrently with curative treatment prior to hospice enrollment. 
Discussion
This concept analysis demonstrates important differences between hospice and palliative care. The identified attributes offer clarification of nonhospice palliative care and assists in differentiating an important model of serious illness management that evolved from hospice care. Figure 5 provides an overview of the concept of nonhospice palliative care based upon Rodgers's evolutionary concept analysis method using antecedents, attributes, and consequences. The antecedents must occur first, prior to introducing nonhospice palliative care. Once the attributes exist, it is anticipated that the consequences would occur with the use of nonhospice palliative care. This method allows for a clear definition that will help facilitate the use, understanding, and access of nonhospice palliative care. The articles included in this analysis to describe nonhospice palliative care supported the World Health Organization's (2018) statement that patients benefit from early access to nonhospice palliative care services. "A 24-year old patient named Kara with acute myelogenous leukemia…was admitted to the hospital through the Emergency Department, having collapsed at home. She had a white blood cell count of 250,000, all of which were blasts, and terrible pain from a marrow packed with immature white blood cells. She was profoundly short of breath and as a result was having panic attacks. Our palliative care team was called because the primary team could not manage the pain. We were able to adjust her analgesic regimen and get the pain under control, and then remained actively involved in her and her family's care throughout her several-month stay for her bone marrow transplant. Kara's fine now, married, just finished graduate school, and sends a Christmas card and a check for $50 every year. If she had to wait unit she was dying to get palliative care, our team would never have gone to see her, because the goal of care for this young woman was a cure. Palliative care is not end-oflife care." (Meier, 2013, pp. 10-11) Figure 4. Antecedents, attributes, and consequences of nonhospice palliative care.
The benefits for patients and families using nonhospice palliative care have been shown through evidence in the literature. Patients benefit from improved quality of life, decreased symptom burden, improved mood, and increased survival (Bakitas et al., 2009; Bakitas, Tosteson, et al., 2015; Temel et al., 2017; Temel et al., 2010) . In addition to the patient benefits, it has been found that caregivers have shown decreased stress burden and lower depression scores (Dionne-Odom et al., 2015) . The benefits are clear, but access still remains an issue for many patient populations.
Nonhospice palliative care is available in many larger metropolitan cities (Bakitas, Elk, et al., 2015) . However, in less populated communities, especially in rural areas, nonhospice palliative care remains limited. Multiple reasons have been offered for the lack of access, some of which include the lack of trained providers, the slowness of health care culture to change, and a limited payment system. Currently, there is no mandated training in nonhospice palliative care in medical or nursing educational programs. However, great strides have been made to include palliative care education within these programs and through primary palliative care education (Ferrell, Mazanec, Malloy, & Virani, 2018; Fitzpatrick, Heah, Patten, & Ward, 2017; Pereira & Hernandez-Marrero, 2016) . Mandated training would assist in creating a primary care workforce that would allow for increased access to nonhospice palliative care services. Because health care culture is slow to change, we must establish buy-in among health care administrators. Nonhospice palliative care not only benefits patients and caregivers, but can also assist in cost savings from the reduction of aggressive measures with serious illness and shorter lengths of stay. Finally, a payment system needs to be established to assist in the growth of nonhospice palliative care. This financial incentive will need to come in the form of policy change.
Policy changes will take time, but patients should not have to wait for these changes to occur to gain access to these important services. Researchers and clinicians must look into innovative models of care, whether this be telehealth or primary palliative care in the underserved communities to increase access. Additional changes to assist in access to nonhospice palliative care include mandated health care education and health care culture change. Implementing the proposed definition of nonhospice palliative care in education and health care settings will assist in making these crucial changes, ultimately resulting in more comprehensive care for patients with a serious illness.
This concept analysis is a foundation for future development in the field. Nonhospice palliative care research is growing; however, there are a number of gaps in the literature that when filled will provide knowledge that clinicians, families, and patients need. Additional nonhospice palliative care research is needed in the following areas: (a) the appropriate dose or timing of nonhospice palliative care for the patient and family to receive the maximum benefits (Bakitas, Tosteson, et al., 2015; Desbiens, Gagnon, & Fillion, 2012) ; (b) the best way to educate both general and specialty practitioners on the benefits of nonhospice palliative care (Dalgaard, Bergenholtz, Nielsen, & Timm, 2014) ; and (c) additional clinical research, especially randomized controlled trials, to evaluate the effectiveness of nonhospice palliative care for noncancer diagnoses (Dalgaard et al., 2014; Kavalieratos et al., 2016; Siouta et al., 2016) . Currently, the most challenging issue is access to nonhospice palliative care services. Understanding the current access challenges and how to address those challenges should be a priority for future research studies.
Limitations of this study include potential missed sources due to the use of three databases, CINAHL, PubMed, and PsycINFO. Gray literature and additional studies were included and reviewed, but the search was not exhaustive. This was a literature-based study and did not include the verbal perspectives of patients, family, and providers on the proposed definition of nonhospice palliative care. Therefore, there may be additional attributes that were not identified in the literature.
Nonhospice palliative care comprises 11 attributes, which include (a) patient-and family-centered care, (b) holistic assessment, (c) interdisciplinary team, (d) early intervention, (e) quality of life-enhancing, (f) advanced care planning, (g) any age of the patient, (h) at any stage in illness, (i) care coordination, (j) concurrent curative treatment options, and (k) provided by primary and specialist providers. The attributes identified in this synthesis of the literature provide a clear definition of nonhospice palliative care. The growing body of literature included in this synthesis shows the benefits of this care for patients, families, providers, and the health care system. Therefore, a shift in health care culture is necessary to increase access to nonhospice palliative care. This article adds clarity to the literature related to the topic of nonhospice palliative care. It identifies the antecedents needed to initiate nonhospice palliative care and the attributes for providing this care.
The ambiguity of the term nonhospice palliative care, along with multiple synonyms in both practice and research, makes full acceptance of this kind of care challenging. If this term can be integrated into the areas of practice and research, it is possible that the acceptance of nonhospice palliative care will grow among both providers and patients. The literature makes clear the benefits of nonhospice palliative care; if implemented early, these services could offer substantial improvements in the lives of patients, families, and health care providers.
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